Tomisaku Kawasaki in 1967 and was characterized by persistent fever, mucousmembranehyperemia, cervical lymph node enlargement, exanthema and periungal desquamation (1) . Kawasaki disease is almost exclusively an illness of young children, about 80%of the patients are under the age of 4 yr (2).
Recently, however, Kawasaki disease has been occasionally reported in adults (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) (13) (14) (15) (16) (17) (18) (19) (20) . Here, a 25-year-old womanwho fulfilled the clinical criteria for the diagnosis of Kawasaki disease is described.
In addition, the 21 cases of adult Kawasaki disease reported are reviewed and the clinical features, etiology and therapy of adult Kawasaki disease are discussed.
CASE REPORT
A 25-year-old nurse, who was previously in good health, experienced a temperature of 39°C, sore throat, nausea, vomiting and arthralgia. She went to her private physician who prescribed cefteram pivoxil, 600 mg/day, to be taken orally, but her fever persisted, and 2 days later an erythematous, maculopapular, non-pruritic rash was noted on the trunk, arms and legs. She came to Tokyo Metropolitan Bokuto Hospital where she was treated with fosfomycin, 1 ,000 mg/day, to be taken orally, nevertheless, her fever persisted. Three days later, she developed shotty, non-tender cervical lymphadenopathy and injected conjunctivae. Four days after that, she experienced cough and sputum production, and was admitted to our hospital on July 14, 1989 . Her menstrual period started on the day of onset of her symptoms, however, she had not used tampons.
On admission, her temperature was 38.8°C, pulse 108 and blood pressure 118/70 mmHg.Her conjunctivae were injected, the posterior cervical lymph nodes were swollen, her tonsils and posterior pharynx were erythematous, and "strawberry tongue" was also noted. There was an erythematous maculopapular rash on her legs and marked erythema over her palms and soles. The patient's chest was clear, and a grade II/VI systolic ejection murmur was heard at the apex. There was no enlargement of the liver or spleen. The neurologic examination was normal.
Laboratory data on admission (Table 1) revealed leukocytosis with neutrophilia. Liver function tests were normal, and a2-globulin, erythrocyte sedimentation rate (ESR) and C-reactive protein (CRP) were elevated. Although, antinuclear antibodies (ANA) were slightly elevated, other autoantibodies were negative. Bacterial cultures of blood, throat and urine were negative, but sputum culture observed in ten cases (45.5%), whereas it is found in 30% of childhood cases (2) . Gastrointestinal complications, such as diarrhea, abdominal pain, nausea and vomiting, were reported in 15 cases (68.2%), whereas they occur in 25% of childhood cases (23). Cardiac complications, such as coronary aneurysms and cardiac failure were observed in three cases (13.6%), whereas such complications are found in suspected in an adult, aspirin should be started in a dose of 80-100 mg/kg/day, and on the fourteenth day, if the patient is afebrile, the dose should be reduced to 3-5 mg/kg/day (2) . Twodimensional echocardiography should be performed during the third wk after the onset of illness (24). This test should be repeated one month later, and if there are no abnormalities and the sedimentation rate and platelet count are normal, aspirin can be discontinued (2) .
The number of cases of childhood Kawasaki disease has been increasing every year (25), and there has been a simultaneous increase in reports of Kawasaki disease in adults. Kawasaki disease must not be overlooked in either pediatrics or in the practice of internal medicine in adults.
